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7.4 State Governor’'s Review

The Medicaid agency will provide opportunity for the Office of the
Governor to review State plan amendments, long-range program
planning projections, and other periodic reports thereon, excluding
periodic statistical, budget and fiscal reports. Any comments made will
be transmitted to the Center for Medicare and Medicaid Services with
such documents.

_X_ Not applicable. The Governor --
X Does not wish to review any plan material.

Wishes to review only the plan materials specified in the
enclosed document
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